INTRODUCTION
Practitioners dealing with spinal disorders face the constant challenge of chronic pain and the frustration of patients not responding to standard lines of management. It is always difficult to decide when to refer patients on to other practitioners with different expertise. Most non-surgical practitioners, either medical or non-medical, would have difficulty in assessing who needs spinal surgery, i.e. apart from the surgeon himself! The only absolute indication for spinal surgery is the presence of progressive neurological deficit due to a surgically treatable condition, generally consistent with mechanical compression of the neural structures. This situation, however, is quite rare and most surgery performed in Australia for spinal disorders is on patients suffering from chronic pain, often with no significant neurological problems and who have not responded to conservative management.
The following is an attempt to clarify some of the issues facing primary care practitioners who deal with spinal disorders, to facilitate their decision making for further referrals to surgical colleagues.
INDICATION FOR SURGERY
These can be divided into "absolute" and "relative" and are summarized in Table 1 . Absolute indications for surgery are limited to:
1) The presence of progressive neurological deficit and linked to a surgically treatable condition, such as mechanical compression of the neural structures, (bone, disc or pathological tissue.) 2) An unstable spinal injury.
Relative indications for surgery include pain syndromes with or without associated neurological component. The most common indication for lumbar disc surgery is disabling leg pain, i.e. below the buttock and involving the leg which has not responded to adequate conservative management and due to compression of the relevant nerve root by a disc prolapse. The size of the prolapse is important as recent literature suggests that surgery for small disc protrusions leads to a less favourable outcome.
The indication for surgery for spinal stenosis may be considered somewhat less straight-forward. This is in view of the common association of other illnesses present in the older age group, such as diabetes and peripheral vascular disease that may increase the risk of the operation. The natural history of spinal stenosis is less clear than disc prolapse. In most patients with spinal claudication due to spinal stenosis, the pattern of symptoms is "up and down" rather than progressive and, therefore, a longer trial of conservative treatment associated with epidural and/or extra-foraminal steroids may be appropriate compared to the disc prolapse patients.
More controversial indications for surgery are represented by chronic back pain with no significant leg component and no evidence of neurological deficit. Some authors would say that back pain is never an indication for surgery in view of the overall poor results of operative treatment, the significant complication rates and significant associated non-physical factors, such as litigation, depression, anxiety and/or poor general health.
Only a very small number of patients therefore would require urgent surgical assessment. These are the ones with evidence of deterioration neurological deficit and/or where strong suspicion exists of a more sinister process causing the pain.
In order to achieve a diagnosis, the usual steps of any clinical assessment should be carried out including a careful history, examining and documenting relevant clinical features and reviewing appropriate imaging. 
MARKERS TO IDENTIFY

HISTORY
There are a few specific red flags that need to be documented in the history. It is useful to use standard pro forma which the patients can fill prior to the assessment. These simplify the history taking process and allow for prospective evaluation of outcomes of treatment. Over the last ten years, I have used a standard pro forma which is based on the Low Back Outcome Score and recommendations by the Canadian Back Institute. This form allows both physical and non-physical signs to be recorded.
Weight loss and/or changes in dietary and bowel habits should alert the clinician on the possibility of a neoplastic process especially if associated with a history of cancer and/or the presence of disabling and constant pain not influenced by change in posture or activity. A past history of melanoma, breast cancer and/or bowel cancer should alert the practitioner to the possibility that the back pain may be related to a secondary deposit. This possibility should be eliminated by the appropriate investigations such as radiological evaluations, blood tests and/or a referral to a medical practitioner.
The presence of bladder disturbance is an extremely important early sign of cauda equina syndrome. This is a relatively rare condition which, however, represents one of the few true spinal surgical emergencies (Table 2) . Most patients with a progressive cauda equina lesion would describe their symptoms as associated with numbness in the perineal area, pain and/or abnormal sensation in both legs, difficulty in voiding which can be accompanied by a feeling of having to pass water but without any actual flow. Anal tone may be significantly decreased. These patients should be referred to a surgical specialist with no delay.
A recent history of significant trauma should alert the practitioner to the possibility of an unstable injury. In the lumbar area, most spinal fractures are overall stable and unlikely to require immediate surgical intervention. It would be, however, quite inappropriate to suggest manipulative treatment or other forms of passive symptomatic management to patients who may be suffering from recent bony and/or ligamentous injuries. Lack of trunk control, i.e. the inability by the patient to roll over on the examination table and/or significant difficulty in assuming the erect posture from the sitting position, in the presence of recent history of trauma should raise the suspicion of a significant injury. Whilst this, as mentioned previously, may not be necessarily an absolute surgical indication it would warrant further investigation and specialist assessment.
A history of progressive weakness and/or numbness in the lower limbs, with or without bladder discomfort, should raise the suspicion of a neurological deficit, which should be assessed by a subsequent clinical examination. In spinal claudication, the patient becomes progressively less able to walk and/or keep the erect posture without stooping forward relying on walking sticks, shopping trolleys and/or wheeler frames. The patient may report numbness, weakness and/or pain in one or both legs when standing and/or walking and the symptoms in the legs are relieved by sitting and/or leaning forward. The differential diagnosis is with vascular claudication and in a large number of patients, the two conditions are present at the same time, (Table 3) . Whilst lumbar spinal stenosis may not always benefit from surgery, it may warrant specialist assessment, especially if the claudication symptoms are disabling and chronic.
CLINICAL FEATURES
The practitioner should attempt to correlate the clinical findings with the history obtained from the patient. In the presence of leg pain, it is important to identify any possible weakness and/or sensory disturbance and classify them in a specific nerve root distribution. Patients complaining of posterior leg pain with numbness over the outer aspect of the foot and in which the physical examination reveals an absent ankle jerk and weakness of plantar flexion of the foot, are likely to suffer from an S1 radiculopathy. This may not be, in itself, an indication for surgery although in the presence of disabling pain not responding to adequate conservative management and concordant mechanical compression identified by imaging, such as disc prolapse, operative treatment may be highly effective.
It is of great importance to monitor the state of the foot pulses since the absence of a foot pulse in the presence of claudication would indicate peripheral vascular disease. This is relatively common in elderly patients and can be associated with spinal stenosis. The presence of significant vascular impairment may represent a relative contraindication for aggressive passive spinal treatment.
Tenderness at palpation is an unreliable clinical sign. Very diffuse superficial tenderness is generally associated with the presence of functional overlay and extremely common in compensable patients. It is important, however, not to be clouded in one's judgement by the presence of functional overlay. The disturbed state of the patients 
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should not lead to either delayed diagnosis of significant neural compression or worse, total dismissal of the patients' complaints with potential tragic consequences.
IMAGING
For most primary care practitioners involved in the assessment of patients with spinal disorders, the only imaging available may consist of plain x-rays usually of very little use. The only obvious signs in a plain radiograph that would alert practitioners to the possible presence of a more sinister condition are represented by bony lesions, such as loss of definition of the cortical margins of the vertebral body, pedicles and/or laminae. The evidence of recent fractures, with or without associated malalignment may indicate possible neural compression and the presence of soft tissue masses surrounding the spine would alert the practitioner to the possible presence of infection and/or tumour. In most cases, however, a diagnosis cannot be established by review of plain x-rays alone and although these investigations should be performed when the history suggests possibility of tumour or recent injury, they are unlikely to lead to any useful clinical information. CT scans are the investigation of choice to confirm the diagnosis of a bony lesion or disc prolapse with/without radicular involvement. MRI scans are the investigation of choice when soft tissue pathology is suspected. CT and MRI are useful for the purpose of eliminating other diagnoses when infection if associated with a bony lesion, is considered the likely aetiology of the patient's symptoms particularly in the presence of neurological deficit.
I have, in the past, arranged MRI investigations at the request of chiropractors and/or general medical practitioners in South Australia following telephone conversations with these practitioners and prior to examining the patient. This approach may save precious time for the patient and may allow early identification of significant pathology. All primary care practitioners involved in the assessment and management of spinal disorders should have prompt access to a surgical colleague for the purpose of obtaining immediate advice particularly when it is appropriate to arrange for imaging and clinical assessment.
Bone scans are used when the history and clinical findings suggest the possibility of a neoplastic process and/or there is suspicion of a recent injury not confirmed by subsequent investigations, such as plain x-rays and/or CT scans. In addition a bone scan may be used to discriminate between possible pain sources in situations where patients may complain of disabling groin and buttock pain and there is suspicion that the pain may be coming from the hip rather than the lower back. The bone scan is, however, unlikely to influence any surgical decision, especially of an urgent nature.
RISK MANAGEMENT STRATEGIES
Practitioners need to record carefully their assessment and details of history by using standardized pro forma, pain drawings, validated outcome scores and typed notes. A number of systems are available in Australia and it is useful that practitioners working in similar geographical locations discuss, amongst themselves, the most appropriate way of recording information so that a standard approach be implemented. As for any other area of human endeavour, you don't want to be too different from your colleagues! It is alright to strive for excellence and a leadership role, but we have to make sure that what we do is understood and supported by our colleagues. Communication is, therefore, paramount and that involves not only one's colleagues, but other practitioners such as surgical specialists, physicians, insurance representatives, members of the legal profession, etc. Back pain is too complex an area to adopt an insular approach!
CONCLUSION
Spinal surgery for back pain is rarely required. The main area of concern is the presence of progressive neurological deficit and/or a cauda equina lesion, which should be readily identified by thorough clinical examination. Prevention is better than cure especially when there is no cure.
The most important single factor in reducing the possibility of error which may lead to an adverse outcome is the standardization of the therapeutic approach, i.e. reproducible, thoroughly documented and reviewable by peers without difficulties. This includes the following:
• The use of a standard pro forma for history taking and clinical assessments.
• Brochures and written information to patients prior to and after the consultations.
• A system of triage of patients based on specific instructions to receptionists and personal assistants involved in the practice.
• Efficient communication with colleagues including surgical specialists and physicians.
• Ongoing education with constant reading of peer reviewed journals and participation to multidisciplinary meetings.
Whilst litigation will continue, as this is related to the increasing number of lawyers practicing and trying to make a living, the effect of litigation on one's own practice can be controlled by a more scientific approach. Dialogue with patients is important, but unfortunately, not enough. All of us get sued, the ones with good bed side manners and the arrogant ones!
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